Cysticercosis is an infection caused by the pork tapeworm, Taenia solium. It is most prevalent in Africa, South-East Asia and South America [3] . Infection occurs via ingestion of contaminated fruits, vegetables and uncooked pork [4] . Larval form disseminate from the intestine via the hepatoportal system to various organs of the body like subcutaneous tissues, skeletal muscles, lungs, brain, eyes, liver and occasionally the heart. Symptoms are variable according to the affected organs like convulsions, decreased visual acuity, arrhythmia, paraparesis, gait abnormality, muscular pseudohypertrophy etc. It is difficult to suspect and diagnose cardiac involvement clinically because of absence of any significant signs and symptoms in most of the cases. Therefore all the patients with disseminated cysticercosis should be screened with echocardiography for any myocardial involvement and carefully monitored during the course of therapy. With the advent and availability of improved imaging modalities to include echocardiography, CT, and MRI, more cases of cardiac cysticercosis are being diagnosed antemortem.
Discussion
Figure 2: Section from the heart revealing cyst containing larva of cysticercus (H&E stain 20x) was opened. On cutting open, a round well defined cystic cavity measuring 2 cm diameter was present on the anterior aspect of midline of heart and extending upto the interventricular septum with a depth of 0.4 cm. On opening the four chambers, thickness of right and left ventricular wall measured 0.6cm and 1.5cm respectively. The stump of aorta measured 2 cm. Interventricular septum was thickened and measured 2.5 cm and showed a cystic cavity of 2 cm diameter. The cut surface of the cyst was smooth with well-defined borders and filled with white glistening material within the lumen (Figure 1 ). Sections from various portions of heart showed larva of cysticercosis in anterior portion of left ventricular wall (Figure 2 ). Both the coronary arteries and stump of aorta show mild to moderate atherosclerosis. Other organs i.e. brain, lung, liver and kidney were normal in size, weight and morphology. The clinical details of the post-mortem were discussed with family members and it was known that patient had a history of occasional seizures and generalized swelling all over the body since 6 months. No other clinical or investigation details were available. Further sectioning of brain was done but no cyst or any other abnormality was observed.
Cardiac cysticercosis is predominantly a silent disease, yet cases in which heart function was adversely affected had been found. Pathological diagnosis of cardiac cysticercosis requires obtaining biopsies from heart which is technically difficult and ethically not justified. Demonstration of cysticerci in the autopsy specimen has been the rule to diagnose involvement of heart in disseminated cysticercosis [2] . Most commonly, it affects the central nervous system. Involvement of heart is extremely rare and is usually a postmortem incidental finding, as evidenced by multiple case reports and autopsy series [5, 6] . Khelimskll reported the first case in 1962 of cardiac involvement which was detected on autopsy. There was associated skeletal muscle and brain involvement [7] . In India, Reddy and colleagues reported the first case of cysticercosis involving heart [8] . Cysticerci are randomly distributed throughout cardiac tissue, producing a variable inflammatory response ranging from minimal myocardial damage to granuloma formation and potentially fibrosis. Thus, patient is asymptomatic or has conduction abnormalities and arrhythmias [5, 6, 9] . Cysts may be single or multiple, ovoid or round, and range in size from 1.0 to 30.0 mm. They can be randomly distributed in the subpericardium, epicardium, subendocardium, or myocardium of the atria, ventricles, septum, or papillary muscles. Microscopically, a capsule may be visualized with the scolex, hooklets, and suckers underneath. The presence of calcification is variable [5, 9] .
Parasitic infections previously seen only in developing tropical settings can be currently diagnosed worldwide due to travel and population migration. Treatment of choice is prevention of cysticercosis with a better primary health care system, health education, proper sanitation, better food hygiene, access to safe water and clean water, and eradication of poverty.
